). Ulnohumeral subluxation was observed intraoperatively, and stabilisation of the joint using Kirschner wire was performed (Fig. 6) .
Four weeks later, the Kirschner wire was removed, and the scaphoid fracture was treated with an antebrachial plaster cast, which was removed 10 weeks later. After 18 months of rehabilitation and follow-up, the patient's range of motion was -5 to 140 degrees in the left elbow and -10 to 100 degrees in the right elbow, with a free right ulna.
DISCUSSION
Because of the difficulty in treatment, Hotchkiss 1 and Ring et al. 2 used the term 'terrible triad' of the elbow to describe posterior dislocation of the elbow with associated fractures of the radial head or neck and the coronoid process of the ulna. The most common injury mechanism is a fall from height, with impact on the extended arm and hand. The radial head fracture is classified according to the Mason criteria modified by Hotchkiss, 1,3 whereas the coronoid process fracture according to Regan and Morrey. 4 12% to 62% of elbow dislocation is associated with other injuries that must be specifically sought. [5] [6] [7] [8] [9] Conservative treatment of terrible triad of the elbow has proved to be inadequate because of the propensity to redislocate. 2 The coronoid process accounts for the largest portion of the ulnohumeral articulation. It is the limiting bone for the muscles that move the ulna, and serves as an insertion for the medial collateral ligament complex. 10, 11 Multiple-fragment Regan type-I and type-II fractures of the coronoid process are most commonly seen in the terrible triad. Type-I fractures do not require synthesis and can be treated in the same manner as Mason type-I radial head fractures. Type-II fractures should be treated with osteosynthesis because a loss of more than 50% of the coronoid and more than one sixth of the circumference of the trochlear notch can lead to instability of the ulnohumeral joint. Management of coronoid fractures is a challenge for orthopaedic surgeons. Type-II fractures, the most common type in the terrible triad, are most difficult to synthesise and often require resection. 13 In our patient, the small fragments of the coronoid process were not amenable to osteosynthesis and required removal. The coronoid process is an important element for the stability of the elbow, but in many cases its reconstruction is not feasible. 2 For patients with very unstable ulnohumeral joint, and with coronoid fragments removed, external fixation or transfixation using Kirschner wire for 3 to 6 weeks is recommended. 2, 11 Restoration of the internal lateral ligament is considered a complex procedure, and it does not lead to increased stability.
11,12
1,2 A lateral approach was used for osteosynthesis of the radial head and resulted in favourable humeroradial joint congruency. Ulnohumeral stability was maintained by Kirschner wire transfixation for 4 weeks.
In summary, treatment for multiple elbow injuries should be prioritised as follows: first, stabilise the ulnohumeral joint using osteosynthesis for type-II fracture of the coronoid process and the olecranon. Second, maintain the radial head by osteosynthesis or arthroplasty and repair of the lateral ligament complex. Third, use external fixators or Kirschner wires to transfix the ulnohumeral joint for 3 to 6 weeks for ulnohumeral instability of 30 to 45 degrees. 4, 11 Most authors believe that the coronoid process should be treated with osteosynthesis; nevertheless the procedure is a surgical challenge and is not feasible in many cases. 2 In the present case, small fragments of the coronoid process had to be removed because they were unsynthesisable. Fixation using a Kirschner wire should suffice for stabilisation of the radial head. 
